-

DEPARTMENT OF FUBLIC HEALTH AND WELFARH
DO NOT WRITE AMENDED Registration Di’"lif'nh:?. : r_1.L_‘;_____J'-‘rimlrv Registration District No. .z_ﬂﬂ__é___aﬂi.n.r'. No. _j
ON THIS STUB = REEREN. 1) B SN i
1. PLACE OF DEATH 2. UsuaL lESIDENgE (Where deceased lived. 1f institution: Residance before
8. COUNTY Greene a. STATE Missburi b. COUNTY Greene admission)
b. CITY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b <. CITY
ORr

STATE FILE NUMBER

MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 363"039625
"33

VS 200
Rev. 4/59

Ingide Limits

A Fair Grove
town _ Springfield TOWN  SNEINHRZHXH Yes O Nogfl
c. ;%gpﬁw%gl’- {If NOT in hoapital, give location) Inside Limits d. ASI.;%%EETSS {If cutside, give location} Reside on Farm

INsTTUTIoN Burge Hospital Yefffd No ) Fair Grove Ye: Gf Mo B

0397
2039 4

3 / 3. NAME OF DECEASED First Middis Lost 4. DATE Month Day Yeer
{Type or print) J OF
ames Evan Tracy PEATH November 35 1963
5. SEX 6. COLOR OR RACE 7. Married @}  Never Married [J [8. DATE OF BIRTH | 9. AGE (last birthday) | IF UNDER 1 YEAR If UNDER 24 HR
Male White Widowsd O3 bivoreed O | 3/14/1882 81 Morhs || Days [ Hours [ M.

10s. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and #tate or country) | 12. CITIZEN OF WHAT COU&TR‘{

during most of working life, even if retired) Misaouri USA

Farmer Farmi %%'
13a. FATHER'S NAME 13b. M ER'S MAIDEN NAME i4. NAME OF HUSBAND OR WIFE

DATE AMENDED

James Tracy Julia Wommack Docia_ Tracy
15, WAS DECEASED EVER IN U.S. ARMED FORCES? 14 SOC1AL SECUMTY &I | J7. INFORMANT Address

(Y}:I, no, or unknown)| (H yes, gi;;nwu or dates of sarv Floyd Tracy (SOI‘I) Springfiel d’ Mo.

[¢]
18. CAUSE OF DEATH (Enter only one cause par line for (o), (b), and {c)- INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: . ONSET AN DEATH
IMMEDIATE CAUSE (#}

DOCUMENT

Y
Conditions, if any, DUE TO (b}
which gave rise to
above couse {3), .
stating the under- '

Iying causa last. DUE TO {c)

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DE{IH bu{ not related 1o the terminal PART 111, 1f  decessed was  female  was

diseaze condjtion givensin PARFY [a ’ there & pregnancy in last 90 days.

] O Yes | O No—[ O Unknown

PERFORMED?
YES[1 NOO

20¢. TIME OF Houl Month, Doy, Year I
INJURY a.m.
. p.m.

19. WAS AUTOPSY- { 20a. ACCIDENT  SUICIDE HOM[I]CIDE 20b. DESCRIBE HOW INJURY OCCURREDN (Entdclnarure of injury in PART | or PART N of Item 18.)
m] n)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

-

20d. INJURY OCCURRED Z0e. PLACE OF INJURY {e.g., in of about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, factory, street, office bldg., etc.)
NOT-WHILE AT WORK [J ] 7

b ——
21. 1 artended the deceased from_lW-L—ﬁ to_ 11/5/63 and last saw | aTivé on 11/5/63
11:20 __Bam on the date stated sbove, and 1o tha best of my knowledge, from the csuses stated.

Death occurred &t L]
(Degres or tit 22b. ADDRESS 600 S, Clenstone 227'& SIGNED

334, 51G Awn}ﬂ R : / " )” Springfieid, Missouri /v éJ

232, BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or county) /Sray)

MEDICAL CERTIFICATION

.
.

-

USE BLACK INK

SHOULD READ~

TYPEWRITER RIBBON

BY AFFIDAVIT OF

Bariatl - | - g-63 Cedar Bluff Cemetery I Greer}zg Q&%gls:lghzmu“ b:,is
4. FU L DIRECTOR ADDRESS 25, DATE RECD. BY LOCA G, 26, ’ d
KOINGRER MORTUARY, INC. Springfield,Mo. | 5/~ /13- 6.3 Dty W

I ’ P

{Licensed Embalmer’s Statement on Reverse Side)

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by _, Student Embalmer No.

working under my personal supervision.

Student.

Signature of Swdent Embalmer

i

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failur
with the above constitutes grounds for revocation of Iicel:lse).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting,

“If this body:is not-embalmed, fact should be so stated above.

bl
- P




